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N 002 1200-8-6 No Deficiencies N 002
An annual Licensure survey and compiaint survey
# 24652, #24840, #24883, #24908, #25012,
#25175, & #25512, were completed on May 20,
2010, at Life-Care Center of Morristown. No
deficiencies were cited under 1200-8-8,
Standards for Nurging Homes.
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